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Maryland Medicaid’s New Dental Procedure Codes and Fee Schedule for Fee-
For Service Providers and HIPAA Update

DENTAL PROCEDURE CODES AND FEE SCHEDULE

The Maryland Medicaid Program has amended the Dental Regulations (COMAR 10.09.05).
Consistent with these regulations, providers must use the American Dental Association’s (ADA)
Current Dental Terminology, fourth edition (CDT-4) codes.

Attached is the Medicaid Dental Services Fee Manual which includes the CDT-4 dental
procedure codes and maximum fee schedule. Providers must bill Medicaid their usual and
customary charges to the general public. Medicaid pays the lower of the providers” charges or
Medicaid’s maximum fee.

In addition, effective for dates of services on and after March 1, 2004, Medicaid has increased
fees significantly for the twelve restorative procedures listed in the table below. All other fees
remain the same. Please note that Managed Care Organizations are required under COMAR
10.09.65.19D to reimburse their contracted providers at the increased rates for these twelve
restorative codes.

Toll Free 1-877-4MD-DHMH + TTY for Disabled — Maryland Relay Service 1-800-735-2258
Web Site: www.dhmh.state.md.us i
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Increased Fees for Restorative Procedures

CDT-4 Procedure Code Description Reimbursement Fee

D2140 Amalgam-1surf $70
D2150 Amalgam-2surf o $88
D2160 Amalgam-3surf - 8104
D2330 Resin-1 surf, ant $84
A D2331 | Resin-2 surf, ant %102
o D2332 Resin-3 surf, ant ~ $125
1 D2335 Resin-4 surf, incis angle %151
D2391 Resin-1 surf, post $93
D2392 Resin-2 surf, post $120

D2393 Resin-3 surf, post $150
. D2930 Prefab SSC-primary $154
D2931 Prefab SSC-permanent $180

HIPAA UPDATE

The Health Insurance Portability and Accountability Act (HIPAA) mandates the standardization
of Electronic Data Interchange formats for health care data transmission, including claims,
remittance, eligibility, and claim status inquiries. For dental and orthodontic treatment services,
HIPAA regulations replace the pre-HIPAA electronic billing system with electronic ANSI ASC
X12N 837D Transactions, version 4010A. HIPAA also requires that we accept national standard
codes, such as the American Dental Association Current Dental Terminology (CDT-4) codes.

Electronic Billing

e For dental and orthodontic treatment services we currently have the capacity to process the
X12N 837D. We encourage you to complete testing for HIPAA compliance and use the
X12N 837D. The Program offers free testing, which can be accessed at:
http://www.dhmh.state.md.us/hipaa/testinstruct.html. Our 837 and 835 Companion
Guides are available through the DHMH website at:
http://www.dhmh.state.md.us/hipaa/transandcodesets.html.

Please continue to use the EVS system for verifying Medicaid recipient eligibility as the

X 12N 270/271 transaction for Eligibility Inquiry and Response is not yet available. We are
working on the X12N 276/277, Claim Status Request and Response, but this is not yet
available. '

Trading Partner Agreement and Submitter Identification Form

e Pay-To Providers (Providers who receive a check directly from the State of Maryland): The
Program must have both the Trading Partner Agreement and Submitter Identification Form
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on file before accepting any HIPAA transactions including X12N 837D (Claims). These
forms are available under “Medicaid Submitter Enrollment and Agreement” at:
http://www.dhmh.state.md.us/hipaa/transandcodesets.html.

* Rendering Providers (Providers who do not receive a check from the State of Maryland, but
instead receive payment through a group practice): The Program must have the Trading
Partner Agreement on file before we accept any HIPAA transactions such as the X12N
270/271 (Eligibility Inquiry and Response).

Please mail the agreements to:

Rita Tate

201 W. Preston St. Rm. LL3
Baltimore MD 21201

Attn: HIPAA Billing Agreements

Paper Billing

Continue submitting paper claims on the DHMH Form 234. We are working on implementing
the 2002 ADA Dental Claim Form and will notify you with billing instructions when this
becomes effective.

Questions and concerns regarding this transmittal or oral health care services can be directed to

the Medicaid Oral Health Program at (410) 767-1485. Thank you for your participation in
Medicaid.

Attachment
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DENTAL PROCEDURE CODES AND FEE SCHEDULE
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B. TOPICAL FLUORIDE TREATMENT (OFFICE PROCEDURE)
C. OTHER PREVENTIVE SERVICES
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ORAL SURGERY (CONTINUED)

1. TREATMENT OF FRACTURES - SIMPLE

K.  TREATMENT OF FRACTURES — COMPOUND

L REDUCTION FO DISLOCATION AND MANAGEMENT OF OTHER
TEMPOROMANDIBULAR JOINT DYSFUNCTIONS

M.  REPAIR OF TRAUMATIC WOUNDS

N.  COMPLICATED SUTURING

0. OTHER REPAIR PROCEDURES

XI. ORTHODONTICS D8000-D8999 ......ccoiviiiiiiieciinieecrieeecennnn. PAGE 11

A LIMITED ORTHODONTIC TREATMENT
B. INTERCEPTIVE ORTHODONTIC TREATMENT
C. COMPREHENSIVE ORTHODONTIC TREATMENT
D. MINOR TREATMENT TO CONTROL HARMFUL HABITS
E. OTHER ORTHODONTIC SERVICES

XII. ADJUNCTIVE GENERAL SERVICES D9000-D9999 ................. PAGE 11
A UNCLASSIFIED TREATMENT
B. ANESTHESIA
C. PROFESSIONAL CONSULTATION
D. PROFESSIONAL VISITS
E. DRUGS
F. MISCELLANEOUS SERVICES
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Preliminary Fee Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM

DENTAL FPROCEDURE CODES AND FEE SCHEDULE

COMAR 10.09.05

CDT-4 Procedure and Fee Schedule

CODE |BRIEF DESCRIPTION MAX FEE }]}
D0100-D0933 DIAGHDSTIC 1
CLINICAL ORAL EVALUATIONS tﬂ
GO120 PERIDDIC ORAL EXAMINATION 15
0140 LIITED ORAL EXAMINATION-PROBLEM FOCUSED BR :H
o150 COMPREHENSIVE DRAL EXAMINATION 20 BR :B
DO16D DETAILED AND EXTENSIVE ORAL EVAL-PROB-FOCUSED = ER
(Entails sxtensive diagnostic and mgm‘lrw moedilities)
Da70 AE-EVALUATION-LIMITED PROBLEMFOCUSED i
itmm COMPREHENSIVE PERIDDONTAL EVALUATION-NEW OR ESTABLISHED PATIENT BR__ NR
[RADIDGRAPHS/IDIAGHOSTIC IMAGING INCLUDING INTERPRETATION) ]
NOTE: A complete series of radiographs shall nol be taken more
frequenily than once every three [3) years. Complets seriés T e |
could include 14 to 18 intracral film or a panorex pius bitewings. ) D |11 0 ]
DOz10 H-RAY INTRADRAL COMPLETE SERIES INCLUDING BITEWINGS 57 =
D0220 X-RAY INTRADRAL PERIAPICAL, SINGLE FIRST FILM ]
[REET] X-RAY INTRADRAL PERIAPICAL EACH ADDITICNAL FILM &
ET X-RAY INTRADRAL DCCLUSAL FILM 5
DOZED X-RAY EXTRACRALFIRSTFILM = = S e e e B
DOZED %-RAY EATRADHAL EACH ADDITIONAL FILM 18
DOZ70 W-RAY BITEWING SINGLE FILM 7 o ==—a
DozT2 X-RAY BITEWINGS TWO FILMS 15
|Do274 X-RAY BITEWINGS FOUR FILMS 22
D0Z77  |VERTICAL BITEVWINGS SEVEN 10 EIGHT FILMS B N
|nnzm #-RAY POSTERICR-ANTERIOR OR LATERAL SKULL FACIAL EONE SURVEY FILM B2
|Do31n A-RAY SIALDGRAPHY 57
|Doazo TH JOINT ARTHROGRAM, INCLUDING INJECTION B o |
Oo3z1  |K-RAY OTHER TEMPORCHANDIEULAR JOINT FiLi =2 30 L
D322 TOMOGRAPHIC SURVET ER
|Doa3n H-RAY PANORAMIG MAXILLAMANDIELE FILM 42
|Dnaso K-RAY CEPHALOMETRIC FILM a7
O350 [ORAL FACIAL IMAGES —— —— 0
ITESTS AND EXAMINATICNS
D0£15 BAGTERIOLDGIC STUDIES FOR DETERMINATION OF PATHOLOGIC AGENTS BR ==
(30425 CARIES SUSEEPTIHILH’? TESIS N _ o
Do450 PULP VITALITY TEST = 10
D470 DIAGNDSTIC CASTS I - —_ o
DRAL FATHOLOGY LABORATORY - N
D472 [ACCESS OF TI55UE, GROSS EXAM, PREF & TRANSMISSION 7 =
09473 ACCESS OF TISSUE, GROSS EXAM, & MICRO EXAM 0 S =
Do474 ACCESS OF TISSUE, INCLUDING ASSESSMENT ]
DO4ED |PROCESSING & INTERPRETATION OF CYTOLOGIC [
Do50z OTHER DRAL PATHOLDGY PROCEDURES BR
BREES |UNSPECIFIED DIAGNOSTIC PROCEDURE ER BR
== —
D1000-01999 PREVENTIVE
e — =Slles |
DENTAL PROPHYLAXIS
01110 [PROPHYLAXIS ADULT - AGES 14 - 20 i | sl 38
01120 PROPHYLAXIS CHILD - THROUGH AGE 13 = 24 ]
TOPICAL FLUDRIDE TREATMENT (OFFICE PROCEDURE)
|D1z20% TOPICAL APPLICATION OF FLUCRIDE (INCLUBING a5 Tl
PROPHYLARIS) - CHILD - THROUGH AGE 13
D120d TOFICAL APPLICATION OF FLUDRIDE [EXCLUDING e 14
PROPHYLAXIS) - CHILD - THROUGH AGE 13
D104 !TDPI{.'.AL APFPLICATION DF FLUCRIDE (EXCLUDING 14
|PROPHY) - ADULT - AGES 14 - 20
D208 TOFICAL APPLICATION OF FLUORIDE (INCLUDING 50 =
PROPHYLAXIS) - ADULT - AGES 14 - 20

BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE

PA- PREAUTH. REQUI

RED

CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT FEE

0- NOT COVERED
N/R- NEW REPLACED
*- INCREASED FEE

CODE

REVISED 2003
tof 12



Preliminary Fee Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM

DENTAL PROCEDURE CODES AND FEE SCHEDULE

COMAR 10.09.05

CODE [BRIEF DESCRIPTION

3 MAX FEE ]
OTHER PREVEMNTIVE SERVICES =
D310 NUTRITICNAL COUNSELING FOR CONTROL OF GENTAL DISEASE 0
D320 TOEAGCD COUNSELING o
O S0 ORAL HYGIENE INSTRUCGTION ] g
Q1351 SEALANTE, FER TODTH [Covered only for the cccluzal surfaces of ]
paslenor parmanenl Eeth wiloul (esicrabons or decay) {—
SPACE MAINTENANCE (PASSIVE APPLIANCES) —
Disi0 SPALCE MAINTAINER-FIXED-UNILATERAL e a4
1515 SFACE MAINTAINER-FIRED-BILATERAL 44 =
D520 SPACE MAINTAINER-REMOVABLE-UNILATERAL B4
D525 SPACE MAINTAINER-REMOVABLE-BILATERAL a5
01550 RECEMENTATION OF SPAGE MAINTAINER == 24
D2000-02953 RESTORATIVE il ]
AMALGAM RES TORATIONS [INCLUDING POLISHING) =
Dz2140 AMALGAI 1 SURFACE, PRIMARY OR PERMANENT 70 :
G250 AMALGAM 2 SURFACES, PRIMARY OR PERMANENT BB E = |
D260 AMALGAM 3 SURFACES, PRIMARY OR PERMANENT 04 ; i
Oz161 AMALGANM 4 OR MORE SURFACES, PRIMARY OR PERMANENT 58 |
RESIN-BASED COMPDSITE RESTORATIDNS-DIRECT N i
__qy_a_-g [RESIN-BASED COMPOEITE - 1 SURFACE, ANTERICR B4 =
02331 |RESIN-BASED COMPOSITE- 2 S sunm:es ANTERIOH 102 E
D233z |RESIN-BASED COMPOSITE - 3 SURFACES, ANTERICR P 125 ;
|RESIN-BASED COMPOEITE - 4 DR MORE SURFACES OR INVOLVING INCISAL
D2a3s ANTERIDR 151 .
07330 RESIN-BASED COMPOSITE CROWH, ANTERIDR ==t 75 MR
Dzagt RESIN-BASED COMPOSITE- ONE SURFACE POSTERIOR | =3 iR :
[EFREr RESIN-BASED COMPOSITE- TW0 SURFACES, POSTERIOR 120 o
02383 |RESIN-BASED COMPOSITE. THREE SURFAGES, FOSTERIOR 150 FifR T
02394 RESIN-BASED COMPOSITE- FOUR OR MORE SURFACES, POSTERICR 56 MR
GOLD FOIL RESTORATIONS e 5
02410 GOLD FOIL - DME SURFACE L
D420 GOLO FOIL - TWE SURFAGES i
02430 GOLD FOIL-THREE SURFACES L 7
IHLAY/ONLY RESTORATIONS W e
0zZ510 NLAY METALLIC - ONE SURFACE =1 =
D2520 INLAY METALLIG - TWO SURFACES i
02550 |INLAY METALLIC - THREE SURFACES [
D254z CHLAY - METALLIC TWO SURFACES [}
D2543 OHLAY - METALLIC - THREE SURFACES 0
D254 CHLAY - METALLIC - 4 DR MORE SURFACES [
Dz610 INLAY PORCELAINICERAMIC - 1 SURFAGE o
Dz&z0 INLAY PORCELAINICERAMIC - 2 SURFACES =
DZ6a0 INLAY PORGELAINICERAMIC - 2 DR MORE SURFACES o
02642 DHLAY FORCELAINICERAMIC - 2 SURFACES o —
G264 ONLAY PORCELAINGERAMIC - 2 SURFACES o
D44 OHLAY PORGELAINCERAMIC - 4 OR MORE SURFACES o = ii
OZE50 INLAY COMPOSITEMRESIN - 1 SURFACE [LAB) 1] el ]
n2651 LAY COMPOSITEIRESIN 2 SURFACES (LAR) = o R
DZ852 LAY COMPOSITE/RESIN - WMORE SURFACES (LAR) 0 = =
DZEE2 DNLAY COMPOSITE/RESIN - 2 SURFACES [LAB) o T _
CZEE3 CHLAY COMPOSITERESIN 3 SURFACES (LAB) e ==
CZER4 ONLAT COMPOSTTE/RESIN - MORE SURFAGES (LAB) ]
[CROWHS-SINGLE RESTORATIONS ONLY = =
(OE7 0 RESIN (LABORATORT) 0
02720 RESIN WIHIGH NOBLE METAL = [
DEvei RESIN WITH PREDCUMINATELY BASE METAL 300 FA
DETee RESIN WiTH NOBLE METAL [
D2740 PORCELAINICERAMIC SUBSTRATE o
D2750 FORCELAIN FUSED T0O HIGH NOBLE METAL o
D751 PFORCELAIN FUSED 10 PREDOMIMATELY BASE METAL 37k A,
BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE

PA- PREAUTH. REQUIRED

CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT FEE
- NOT COVERED

N/R- NEW REPLACED CODE

*- INCREASED FEE

REWISED 2003
2012



Preliminary Fee Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM
DENTAL PROCEDURE CODES AND FEE SCHEDULE

COMAR 10.09.05

0
0
]
0
0
0
292 PA
0
N 0
I
25
25
154 s
180 *
75
81
18
81
12 TR
96
0
70
BR
0
81
81
108
. 48
BR
BR
| [
|
PULP CAPPING
. 15
. 15
I
. Y B
D3220 |PULPOTOMY - 60
D3221 GROSS'PULPAL DEBRIDEMENT, PRIMARY AND PERMANENT TEETH 0
(gross pulpal debridement for the relief of acute pain prior to conventional ]
root canal therapy) (not to be used by provider completing endodontic treatment) e oo _maade ]
ENDODONTIC THERAPY ON PRIMARY TEETH
D3230 JPULPAL THERAPY - ANTERIOR-PRIMARY TOOTH 96 PA
: 115 PA
| [
230 . PA
280 PA
325 PA
D3331 TREATMENT OF ROOT CANAL OBSTR NON-SURG 0
ID3332  |INCOMPLETE ENDOTHERAPY; INOPER/FRAC TEETH ] -~ 0
D3333___|INTERNAL ROOT REPAIR OF PERF DEFECTS - 0
ENDODONTIC RETREATMENT
*D3346 RETREATMENT OF PRIOR ROOT CANAL- ANTERIOR 230 PA
‘D3347 RETREATMENT OF PRIOR ROOT CANAL - BICUSPID 280 PA
“D3348 __ |RETREATMENT OF PRIOR ROOT CANAL- MOLAR - 325 PA

*Not covered when service is provided by same

provider or associate within 2 years

BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE
PA- PREAUTH. REQUIRED
CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT FEE

0- NOT COVERED

N/R- NEW REPLACED CODE

- INCREASED FEE

REVISED 2003
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Preliminary Fee Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM

DENTAL PROCEDURE CODES AND FEE SCHEDULE

COMAR 10.09.05

CODE BHIEF DESCRIPTION e = MZAX FEE
APEXIFICATONRECALCIFICATION PROCEDURES
03351 APEXIFICATIONREGALCIFICATION INITWAL VISIT 108
03352 APEXIFICATICNREGALCIFIGATION INTERIM MEDS 67
03353 APEXIFICATIONRECALCIFICATION FINAL VISIT B7
APICOECTOMYPERIRADICULAR SERVICES s B e
|Dad1D ISURGERY - ANTERIOR 108 PA
03421 {SURGERY - BICUSPID = 118 FA
03425  |SURGERY - MOLAR o 128 PA Il
03426 SURGERY EACH ADDITIONAL RDOT E1 PA
D3430 RETROGRADE FILLING PER ROOT 24 T [
03450 |ROOT AMPUTATION PER RODT B1 PA
D340 ENDODONTIC ENDDESEDUS IMPLANTS [ =4
D3470 INTENTIOMAL REIMPLANTATION (INCLUDES SPLINTING) BR
OTHER ENDODONTIC PROCEDURES il
03§10 SURG PROGEDURE FOR ISOLATING TOOTH RUB DAM BR
Da%z0 HEMISECTION [INCLUDES ROOT REMOVAL) I
D3350 CAMAL PREP & FITTING OF PREFORMED DOWEL DR POST ]
03589 UNSPECIFIED ENDDDONTIC PROCEDURE BR
D40C0-D4393 PERIODONTICS = =
i
[SURGICAL SERVICES INCLUDING USUAL POSTOPERATIVE CARE)
D4210 GINGIVECTOMY OR GINGIVOPLASTY [PER QUADRANT) 108 PA
D4z11 GINGIVECTOMY QR GINGIVOPLASTY - PER TDOTH EE]
D4240 GINGIVAL FLAP PROCEDURE- (Including Root Planing, pet Quadiant) GE] Py
D424 GINGIVAL FLAP PROCEDURE- {including Reel Planing, two lo theee teeth, per quadrant) BR | NR
Daz45 AFICALLY POSITIONED FLAP -{procedure is used |o preserve keratinized []
s pimgiva n conjunclion with osseous reseclion and second siage implant proceture. —=
Procedune may also be wsed Io preserve keratinized/atiached gingva during surgical
pxposurn of labially fnpacied teath, and may be used during treatment of periimplantits.
D4248 CLINICAL CRCWH LENGTHENING - HARD TISSUE i 7 S e | "
D260 DSSEDUS SURGERY PER DUADRANT 108 P
D4261 DSSEOUS SURGERY (inchuding lap eniry and closure) one to fhree teeth per quadiant B MR
4263 BONE REPLACEMENT GRAFT 15T SITE IN QUAD BR ),
D4764 BONE REFLACEMENT GRAFT EACH ADD'L SITE I8 DUAD BR_
C4Z65 BIDLOGIC MATERIALS TO AID IN SOFT AND OSSEDUS TISSUE REGENERATION A MRt
D4ZE6 GUIDED TISSUE REGENERATION-RESORBABLE, PER TOOTH BR
D4267 GUIDED T155UE REGENERATION - NON-RESORBAELE BR___
T SURGICAL REVISION PROCEDURE, PER TOOTH-{this procedur i —a B
to refine the resuits of & previously provided surgical procedure. This miy
require & surgical proceduns to modify the irmeguiar contours of hard or =
=ofl fissue. A mucopenosizal lap may be elevated bo allow access o
= reshape alveclar bone. The flaps are replaced of repositioned and sutured.}
D4Z70 PEDICLE SOFT TISSUE GRAFTS BR
D4Z7T1 FREE SOFT TISSWE GRAF 1S (INCLUDING DONGR SITE) ER I
1D4E73 EUBEFTTHEUAL CONMECTIVE TISSUE GRAFT (INCLUDES DONOR SITE) BR
D4274 DISTAL OR PROXIMAL WEDGE PROCEDURE BR I
G427 5 SOFT TISSUE ALLOGRAFT [/ MR
D4276 COMBINED CONMNECTIVE TISSUE AND DOUBLE PEDICLE GRAFT [] MR
[HON SURGICAL PERIODONTAL SERVICE r
D4320 PROVISIONAL SPLINT - INTRACCRONAL BR
D43z1 PROVISIONAL SPLINT - EATRACORDMAL "] _BR
FERIODONTAL SCALING & RODT PLANING- FOUR DR MORE CONTIGUDOUS TEETH
D4341 OR BOUNDED TEETH SPACES PER QUADRANT . 54 PA
D434z PERICDGNTAL SCALING & RODT PLANING- ONE 10 THREE TEETH, PER GUAD ER IR
D4355 |FULL MOUTH DEBRIDEMENT B |
D481 LOCALIZED CHEMO THERAPEUTIC AGENT CONTROLLED RELEASE ER ==t
OTHER PERIODONTAL SERVICES
D4310 PERIODONTAL MAINTEMANCE PROCEDURES- (Following therapy onby) [1
D520 UNSCHEDULED DRESSING CHANGE BY ANOTHER DENTIST z4
|D4B53 UNSFECIFIED PERIODONTAL PROCEDURE BR _ﬁ

BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE

PA- PREAUTH. REQUIRED

CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT FEE
0- NOT COVERED

N/R- NEW REPLACED CODE

“- INCREASED FEE

REVISED 2003
40f12



Preliminary Fee Schedule COMAR 10.09.05

MARYLAND MEDICAL ASSISTANCE PROGRAM
DENTAL PROCEDURE CODES AND FEE SCHEDULE

[coDE [BRIEF DESCRIFTION B —— MAX FEE 1
AT
DE000-05893 PROSTHODONTICS (REMOVABLE) - e H
COMPLETE DENTURES (INCLUDES ROUTINE POST-DELIVERY CARE]
£sii0 [COMPLETE MAXILLARY i 375 PA
05120 |COMPLETE MANDIBULAR 375 PA
05130 IMMELIATE MAXILLART ] )
05140 |IMMEDIATE MANDIBULAR = == z (1]
|PARTIAL DENTURES (IncLrouline post-delivery care} [3 or more leeth
Excludlng_lhhrd molars) (includes conventional clasps, rests, and teeth) E
D5211 [MEXILLARY IN BASE 225 PA
D522 [MANCIBULAR - RESIN BASE 225 PA
05213 IWMAXILLARY - CAST METAL WIRESIN BASE 0
[FEFAE] MANDIBULAR - GAST ME TAL WRESIN BASE g 0
|D5Z8% REMOVASLE UNILATERAL PARTIAL DENTURE | PIEGE CHROME 5 0
= CASTING, CLASF ATTACHMENTS, PER UNIT INCL FONTICS ’
ADJUSTMENTS 70 DENTURES = = -
D5410 ADJUST COMPLETE DENTURE - MARILLARY 20
D41l ADJUST COMPLETE DENTURE - MANDIBULAR 20
D5321  |AGJUST PARTIAL DENTURE - MAXILLARY 2 20
D54z _f_.nmum PARTIAL DENTURE - MANDIBULAR - . 20
REPAIRS 70 COMPLETE DENTURES [ A D
D3510 REPAIR BROKEW COMPLETE DENTURE BASE ' 1 T2 e
D5520  |REPLACE MISSING OR BROKEN TEETH (Each looth) N e
HEPAIRS TO PARTIAL DENTURES i - o
DEETD  [REPAIR RESIN DENTL = S 63(per denture)
DSE20 REPAIR CAST FRAMEWORK BR
X 63 PA
L5640 |REPLAGE BROKEN TDOTH ON DENT HO OTHER REFAIR 20 v
D56550  [ADD TOGTH TD EXISTING PARTIAL DENTURE 57 PA
65 PA
: ) ) ) 0 NRR
1
MORE FREQUENTLY THAN ONCE EVERY TWO (2) YEARS ONCE THIS PROCEDURE
1S RENDERED.
N BR PA
D&7 11 COMPLETE MANDIEULAR DENTURE [LAR] BR PA
Ls7z0 MAXILLARY PARTIAL CENTURE [LAE:| 3 BR PA
Ch721 MANDIEULAR PARTIAL DEMTURE (LAE) el BR PA
DENTURE RELINE PROCEDURES =
DE7a0 ]COMPL‘ETE MAXILLARY DENTURE CHARY 000 0
D5731 |COMPLETE MANDIEULAR DENTURE [CHAIR) R Ty P 0
GE74D MAXILLARY PARTLAL DENTURE [CHAIR) o, 53 PA
D5741 MANDIBULAR PARTIAL DENTURE (CHAIR) S T I PA ol
C5750 COMPLETE MARILLARY DENTURE [LAB) 150 PA
FEER |COMPLETE MANDIEULAR DENTURE (LAB) 150 PA
05760 MAKILLARY PARTIAL DENTURE (LAE) e, 150 PA
D5761 MANDIBULAR PARTIAL DENTURE (LAB) == BR PA
INTERIM PROSTHESIS B e
D5810 INTERIM COMPLETE DENTURE-MAXILLARY 0
O5611 INTERIM COMPLETE DENTURE-MANDIBULAR 0
05620 TNTERIM PAR TIAL DENTURE-MARILLARY 0 :
05821 INTERIM PARTIAL CENTURE-MANDIBULAR 0
GTHER REMOVABLE PROSTHETIC SERVICES =
D5E50 TISSUE CONBITICHING MAXILLARY (denture) 24
D5E5T TISSUE CONDITIDNING MANDIBULAR (denture) == 24
DESED OVERDEMTURE - COMPLETE, BY REFORT BR PA

BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE

PA- PREAUTH. REQUIRED

CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT FEE

0- NOT COVERED

N/R- NEW REPLACED CODE

- INCREASED FEE REVISE!: i;):)z



Preliminary Fe

e Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM
DENTAL PROCEDURE CODES AND FEE SCHEDULE

COMAR 10.09.05

CODE BRIEF DESCRIPTIDH MAX FEE
DSEE1 OVERDENTURE - PARTIAL. BY REFORT BR FA
DEBEz PRECISION ATTACHMWENT, BY REPORT BR
DEBs? REPLACEMENT OF REFLACEAELE FART OF SEMI-PRECISICN o |
ATTACHMENT (MALE OR. FEMALE COMPONENT) |
D5E7S MODIFICATION-REMOVABLE PROS AFTER SURGERY o |
DEB5Y UNSPECIFIED REMOVAELE PROSTHODDNTIC FROCECURE BR
E800-75598 MAXILLOFACIAL PROSTHETICS
05311 MOULAGE [SECTIONAL) BR
D5612  |MOULAGE [COMPLETE) BR
D5513 FROSTHESIS (NASAL) = BR
D5944 FROSTHESIS [AURICULAR) - Bit
DE315 PROSTHESIS |GREITAL) ER
D5016 PROSTHESIS (OCULAR) Nl - BR
05818 PROSTHESIS (FACIAL) ER
D5822 PROSTHESIS (NASAL, SEPTAL) EEE BR |
05823 PROSTHESIS ({QCULAR-INTERIM) = —= = BR
DS924 |PROSTHESIS [CRANIAL) = BR e
D5525 PROSTHESIS (FACIAL AUG. IMPLANT) ] ER =
DS526 FROSTHESIS (NASAL, REPLACEMENT) BR =3,
DEG27 FROSTHESIS (AURICULAR, REPLACEMENT) “HkI BR ]
D552E PROSTHESIS {ORBITAL, REPLACEMENT) BR
D525 PROSTHESIS (FACIAL, REPLACEMENT) ait N
D531 FROSTHESIS (DETURATOR, SURGICAL) = 2R
D5532 FROBTHESIS (DETURATOR, DEFINITIVE) BR — =
[FEEEE] FROSTHESIS [DBTURATOR, MODIFICATION BR g
05534 PROSTHESIS [munlauma RESECTION W/GLIDE FLANGE) BR =3
D5655  |PROSTHESIS (MANDIBULAR RESLGTION NG GUIDE FLANGE] BR
D5536 PROSTHESIS (OB TURATOR, INTERIM) —_BR
05037 AFPLIANCE [TRISMUS-NO T80 TRTMT) BR
05051 PROSTHESIS [FEEDING AID) ER
EEE FROSTHESIS [PEDIATRIC SPEECH APPLIANCE] D ER 1
[EEEES FROSTHES!S (ADULT SPEECH APPLIANGE) == ER
Oha54 PROSTHESIS (PALATAL AUGMENTATION] - ER E
D5555 PROSTHESIS (PALATAL LIFT, DEFINITIVE) e ER
[EEEET] PALATAL LIFT PROSTHESIS, INTERIM ___ER
DE558 PROSTHESIS (PALATAL LIFT, MODIFICATION] BR
DRSS PROSTHESIS (SPEECH APFLIANCE. MODIFICATION] BR |-
5982 STENT [SURGICAL) — BR ezl
D553 RADIATION CARRIER = ] PN =
D5264 RADIATION SHIELD = BR
D5%65 RADIATION COME LOCATDR BR_ ]
D5866 IFLUORIDE GEL CARRIER (Hooplasm or Tumod- Relalzd Onky) . BR 2 il
05087 COMMISSURE SPLINT ER &
D5588 EPLINT [SURGICAL) ___BR
05558 UNSPECIFIED MAXILLOFACIAL PROSTHESIS —__BR
D&D00-D6159 IMPLANT SERVICES
I L
ENGDSTEAL
CEoin ENDOSTEAL IMPLANT, SURGICAL FLACEMENT BR
| DEOZD ENDOSTEAL IMPLANT, ABUTMENT PLACEMENT BR .|’
EFOSTEAL
DED4D EFOSTEAL IMPLANT, SURGICAL PLACEMENT ER
TRAMEOSTEAL —
DBOSD  |[TRANSOSTEAL IMFLANT, SURGICAL | PLACEMENT BR !
AFLANT SUPPORTED PROSTHETICS
IMPLANTIABUTMENT SUPPORTED REMOVABLE DENTURE FOR COMPLETELY
Ds053 EDENTULDUS ARCH ] MR
IMPLANTIABLTMENT SUPFORTED REMOVABLE DENTURE FOR PARTIALLY
DEDS4 EDEMTULOUS ARCH 0 IR
DEDSS IMPLANT CONMECTING BAR BR B
e [PREFASRICATED ABUTMENT 1]
BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE
PA- PREAUTH. REQUIRED
CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT FEE

0-NOY COVERED

N/R- NEW REPLACED CODE

- INCREASED FEE

REVISED 2003
6of12



Preliminary Fee Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM
DENTAL PROCEDURE CODES AND FEE SCHEDULE

COMAR 10.09.05

COOE _ |BRIEF DESCRIPTION

DEOST CLUSTOM ABUTMENT

DEDGE ABUTMENT FORCELAINCERAMIC GROVH

DEDS8 ABUTMENT FORCELAIN FUSED CROWN {HIGH]

DE060 ABUTMENT PORCELAIN FUSED CROWN {BASE)

CE061 ABUTMENT PORCELAIM FUSED CROWHN {NOBLE}

T ETRIITE AR T Fo & £ F Frrnrsi Bkl fare b i

Lrruue IS | IS TN Lo | LV L
DEDES [IMFLANT PORCELAINICERAMIC CROWN - |
DBGEE IMPLANT PORCELAIN FUSED CROWH [TITANILIM) ¢
DGOET IMPLANT METAL CROWHN [TITANILIM]

DEDEE ABUTMENT RETAINER - CERAMICIPORCELAIN FPD

DEDGS  |ABUTMENT RETAINER - PORCELAIN FUSED FPD (HIGH) _

CE07D ABUTMENT RETAINER - PORCELAIN FUSED FPD (BASE)

DEo7 1 ABUTMENT RETAINER - FORCELAIN FUSED FPO (NOBLE)

DE072 ABUTMENT RETAINER - CAST METAL FPO [HIGH)
CEO7E ABUTMENT RETAINER - CAST METAL FPD {BASE)
Canva ABUTMENT RETAINER - CAST METAL FPD (NOBLE)
DE075  |IMPLANT RETAINER FOR CERAMIC FPD

DE07E IMPLANT RETAINER - FORCELAIN FPD [TITANIUMIHIGH)
DB IMPLANT RETAINER - CAST FPD (TITANIUMHIGH)

Cjooio|o|o|o|ojo|o|ojojo|o|o|e|o|o|jo|o|ololo

3

OTHER IMPLANT SERVICES

DG0BO____[IMPLANT MAINTENANCE BR
D6090____|IMPLANT REPAIR (PROSTHESIS) BR ]
D6095____|IMPLANT REPAIR (ABUTMENT) BR i
D6100  [IMPLANT REMOVAL e : BR
ne<gg  |UNSPECIFIED IMPLANT PROCEDURE i BR
1 I .
FIXED PARTIAL DENTURE PONTICS
D6210 __|HIGH NOBLE METAL CAST 0
D6211 PREDOMINANTLY BASE METAL CAST 0
D6212 __ |NOBLE METAL CAST 0
D6240 __ |PORCELAIN FUSED TO HIGH NOBLE METAL 0
D6241 PORCELAIN FUSED TO PREDOMINANTLY BASE METAL 0
0
! 0
X 0
- 0
0
[ N/R
| |
0
N/R
N/R
N/R ]
o NR
. NR_ G
NR T i
N/R
NR
N/R
- 0 N/R
- - 0 N/R
0 N/R
D NR
0 N/R
0 N/R
0 N/R

BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE

PA- PREAUTH. REQUIRED

CPY- CURRENT PROCEDURAL TERMINDLOGY, MOST RECENT FEE
0- NOT COVERED

N/R- NEW REPLACED CODE

*- INCREASED FEE

REVISED 2003



Preliminary Fee Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM

DENTAL PROCEDURE CODES AND FEE SCHEDULE

COMAR 10.08.05

CODE |[ERIEF DESCRIFTIDH MAX FEE
FIXED FARTIAL DENTURE RETAINERS - CROWNS
D6720  |RESIN - HIGH NOBLE METAL _ o A
D571 |RESIN - FREDOMINANTLY BASE METAL = o
D5722 |REEIN - NOBLE METAL . a
CE740 CROWNNPORCELAN o -
D&750 PORCELAIN FUSED TO HIGH NOBLE METAL 0 =
[ETE] PORCELAIN FUSED TO PREDOMINANTLY BASE METAL === o S
D752 [FORCELAIN FUSED TO NOBLE METAL o
DE7ED HIGH NOBLE METAL (M4 CABT) = ]
D571 CROWN - 3/4 CAST PREDOMINANTLY BASE METAL = o =
DE7EZ CROWH - 374 CAST NOELE METAL = ] 1] =
D678 |CROWN - 3/4 PORCELAINCERAMIC [ T
DETE0 HIGH MOBLE METAL (FULL CAST) = - o
DE731 PREDOMINANTLY BASE METAL (FULL CAST) i]
DET92 NOBLE METAL [FULL CAST) 5
793 PROVISIONAL HETAINER CROWN = = Wil
DTHER FIXED PARTIAL DENTURE SERVICES ——
DEG20  [CONNECTOR BAR == [ =
D5630  |RECEMENT FIXED PARTIAL DENTURE [BRIDGE] FER UNIT CEMENTED | = e
DEs40 STRESS BREAKER o
06950 |PRECISION ATTACHMENT _ ] [
DEGT0 |CAST POST AND CORE-IN ADDITION v = ] | ]
|DEs7 CAST POST AS PART DF BRIDGE RETAINER [T I 5
DESTZ [PREFABRICATED POST AND CORE-N ADDITION o i
DES73 CORE BUILD UP FOR RETAINER, INCLUDES PINS. o |
DESTS COFING METAL s = o_
DESTE EACH ADDITIDNAL CAST POST-S5AME TOOTH i
DESTT EACH ADDITIONAL PREFABRICATED POST-5AME TOOTH =0 ==
DESED FIXED PARTIAL DENTURE [FIXED BRIDGE) REPAIR BR o
DESES FEDIATRIC PARTIAL DENTURE, FIXED —= = o NIR
DEIEE UNSPECIFIED FIXED PROSTHETIC PROCECURE "~ BR PA
D?DM-D?BHIB DORAL AND MAXILLOFACIAL SURGERY =
EXTRACTIONS =
HOTE: PREAUTHORIZATION 1S REQUIRED FOR MULTIPLE EXTRACTIONS ] [ 1=
I HOSFITALS (OTHER THAN EMERGENCY CONDITIONS) AND FOR
EXTRACTIONS REQUIRING REPLACEMENTS. ) _ e
| —
[FYERE] CORONAL REMNANTS-DECIDUCUS TOOTH T NIR
L7140 EXTRACTION, ERUFTED TOOTH OR EXPDSED ROOT (slevation andlor foresps 4z | MR
temoval) = i B
SURGICAL EXTRAGTIONS. B
07210 |SURGICAL REMOVAL ERUFTED TOOTH =l
D7Z20 REMOVAL OF MPACTED TOOTH-S0FT TISSUE &4
C7230 REMOVAL OF IMPACTED TOOTH-PARTIALLY BONY [ ===
D7z40 REMOVAL OF IMPACTED TOOTH-COMPLETELY BONY 100
D7241 REMOVAL OF IMPACTED TOOTH, BONY, UNUSUAL ]
D7Zs0 SURGICAL REMOVAL OF RESIDUAL TOOTH ROOTS [CUTTING) 52 [compiele)
I
[ L
JOTHER SURGICAL PROCEDURES
|o7260 OROANTRAL FISTULA CLOSURE 125 BR
|D7zs1 PRIMARY CLOSURE OF A SINUS PERFORATION 55 N/R I
D7270 TOOTH REIMPLANTATION/STABILIZATION — 64
D7272 TOOTH TRANSPLANTATION 27
D7280 SURGICAL EXPOSURE_IMPACTED/UNERUPTED TOOTH BR
(ORTHO REASONS-INCLUDES ATTACHMENTS)
D7281 SURGICAL EXPOSURE IMPACTED/UNERUPTED TOOTH 85
D7282 MOBILIZATION OF ERUPTED OR MALPOSITIONED TOOTH TO AID ERUPTION BR N/R
D7285 BIOPSY ORAL TISSUE HARD INCL LAB REPORT BR
D7286 BIOPSY ORAL TISSUE SOFT INCL LAB REPORT BR
D7287 CYTOLOGY SAMPLE COLLECTION 39 N/R
|D72%0 SURGICAL REPOSITIONING OF TEETH BR

BR- BY REPORT
NCSP- NOT COVERED

AS A SEPARATE PROCEDURE

PA- PREAUTH. REQUIRED
CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT FEE

0- NOT COVERED

N/R- NEW REPLACED CODE

- INCREASED FEE

REVISED 2003
Bof 12



COQE BRIEF DESCRIPTION MAX FEE ﬂ
Ci261 [TRANSEEPTAL FIBEROTOMY BR
ALVEDLOPLASTY - SURGICAL PREPARATION OF RIDGE FOR DENTURES
L7310 ALVECLOPLASTY WITH EXTRACTIONS-PER OUAD- NCSF o
O7320 ALVEOLOPLASTY NO EXTRACTIONS - PER QUAD 48 "
VESTIBULOPLASTY ==
07350 RIDGE EXTENSION imun’és GRAFTS, MUSCLE BR
REATTACHMENT, R N OF SOFT TISSUE ATTACHMENT
AND MNGMT OF HYPER-TROPHIEDIPLASTIC TISSUE
SURGICAL EXCISION OF SOFT TI5SUE LESIONS
DT40 RADICAL EXCISION LESION UP 10 1.25CM 7 _CPT
Gran EXCISION OF BENIGM LESION GREATER THAN 1 25em BR NR
Di412 EXCISION OF BENIGM LESION, COMPLICATED 27 GPT WiR
D7413___|EXCISION OF MALIGNANT LESION UP TO 1.25cm AR WA
D414 EXCISION OF MALIGNANT LESION GREATER THAN 1.25cm BR NR H
D7a15 EXCISION OF MALIGNANT LESION, COMPLICATED BR M
D74E5 lnesmffﬁi LESION {s) PHYSICALICHEMICAL METHGDS BR
SURGICAL EXCISION OF INTRA-DSSEDUS LESIONS
|O7%840° [EXCISE MALIGNANT TUMOR UP TO 1.25CM 42 _CPT
D741 EXCISION MALIGNANT TUMOR LES OVER 1.25 CM BR
D7450 REMOVE ODOMTOGENIC GY5ST OR TUMOR-UP T0 1.25 CM, 58 _CPT
D7451 AEMOVE COUNTOGENIC CY51 DR TUMDR-OVER 1.25 CM BR
D7480 REMOVE NONODONTOGENIC CYST - UP TO 1.25 CM 27 CPT
[o7483 REMOVE NONODONTOGENIC CST OR TUMOR-OVER 1.25 GM BR
EXCISION OF BONE TISSUE 2
DFai1 HEMOVAL DF EXDST0SIS- PER SITE ]
(O7472 REMDVAL OF TORUS PALATINUG 105 NiR
D7473 REMOVAL DF TORUS MANDIBULARIS == 106 HiR
O7aes SURGICAL REDUCTION OF DSSECUS TUBEROSITY 72 )
D7480 RADICAL RESEGCTION OF MANDIBLE WIBONE GRAFT BR
SURGICAL INCISIGN = =0
|o75i0 [INCISION AND DRAINAGE OF ABCESS - INTRADHAL 48
D7520 {IHCISION AND DRAINAGE OF ABCESS - EXTRADRAL (]
D7530  |REMCVAL OF FOREIGN BODY BR
[REMOVE REACTION-PROCUGING FOREIGN BODIES BR
D7550 SEQUESTRECTOMY FOR OSTECMYELITIS 1]
7580 MAXILLARY SINUSDTOMY-REMOVE FRAGMENT OR FOREIGN BODY BR
TREATMENT OF FRAC TURES-SIMPLE
A MAXILLA - OFEN REDUGT%NMDJ 212 _CFPT
67620 |MARILLA - CLOSED REOUC 158_CPT
07630 MANDIBLE - DPEN REDUCTION (IMMOBILIZED) 212 CPT
|o7esn IMANDIBLE - CLOSED REDUCTION F%Eﬁm 158 CPT
|o7E50 MALAR ANDIOR ZYGOMATIC - DPEN REDUCTION 19 _CPT
D7BED MALAR AND/OR ZYGOMATIC ARGH - CLOSED REQUCTION 114 _CPT
OTE70 ALVEOLUS-STABILIZATION OF TEETH, GFEN REDUGTICN SPLINTING 64 CPT
Bi671 ALU‘EDL“_mmt‘FEﬂ,: Emg inclide stabilizaton of leeih ~BR NR
Gi6a0 FACIAL COMPLICATED H FLL o ] e
TREATMENT OF FRAGTURES COMPOUND = o ==
Di710 MAXILLA - OPEN REDUGTION WITH SURGHGAL INCISIDN 286 CPT | S
Divae MAXILLA - CLOSED REDUCTION T 172 CPT
D7730 __|MANDIBLE - OPEN REDUGTION WiTH SURGICAL INCISION CemE GRT |
G7740 [MANDIBLE - CLOSED RECUGTION == 172_CPT
D750 MALAR ANDIOR Z7GOMATIC ARCH - OFEN REDUCTION - INCISIDN 28 CPT | -
D760 MALAR AMDIOR 2T GOMATIC ARCH - CLOSED REDUGTION 172_GPT
[B7770  |ALVEDLUS - STABILIZATION OF TEETH, OPEN REDUGTIDN, 106_GPT
EPLINTING - REQUIRING SURGICAL INCISICN
ETEEd] ALVEOLUS - CLOSED REDUCTION, STABILIZATION OF TEETH BR NI
D7780___ |FACIAL BONES COMPLICATED REDUCTION BR




Preliminary Fee Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM

DENTYAL PROCEDURE CODES AND FEE SCHEDULE

COMAR 10.09.05

[coDE BRIEF DESCRIPTION
REDUCTION OF DISLOCATION AND MANAGEMENT OF OTHER TEMPOROMANDIBULAR JOINT
DYSFUNCTIONS
D7810  [OPEN REDUCTION OF DISLOCATION - SURGICAL EXPOSURE 158 CPT
D7820 CLOSED REDUCTION OF DISLOCATION T 27 CPT
D7830 MANIPULATION UNDER ANESTHESIA - 32 CPT
D7840 CONDYLECTOMY 180 CPT PA
D7850 SURGICAL DISECTOMY, WITH/WITHOUT IMPLANT 276 _CPT PA
D7852 DISC REPAIR BR PA
D7854 |SYNOVECTOMY BR PA
D7856 MYyoTOMY BR PA
~ara Ty ArAamuisTn iaTisL BR
179 _CPT_ PA
17_CPT PA
0
catheters are placed into the joint space. The joint is lavaged and manipulated
as indicated in an effort to rel minor adhesions and synovial vacuum
el r.lr'E_!'LP_I'.I'_'IL‘L.ILI:II't a5 WE|I ES Lo remove mrlammatlnn EhlLll’Jul'_‘I‘_". lrum Elﬁml Space :I
[EFEYE] ARTHAOSCOPY: DINGNOSIS WiWITHOUT BIDPSY s 172_CPT_ PA
D7873 ARTHROSCOPY: LAVAGE AND LYSI5 OF ADHESIDNS 143 CPT
D7BT4 ARTHROSCOFY: DISC REPDSITIONING AND STABILIZE, S 143 CPT |
D7E7S ARTHROSCOFY: SYNOVECTOMY 143 CPT
Draie ARTHROSCOPY: DISCECTOMY R 143 CPT ]
ey ARTHROSCOPY: DEBRIDEMENT 143 CPT
CTasED CCCLUSAL ORTHOTIC DEVICE BR
[BFEEE] UNSPECIFIED TMD THERAPY BR
D7oia SUTURE RECENT SMALL WOUNGS UP 10 5 CH M= 16_CPT
ICOMPLICATED .E‘..LITIJRlHG [RECDNSTRUETJDN REQUIRING DELICATE HANDLING OF 1155UES
AMD WIDE UNDERMINING FOR METICULOUS CLOSURE
07211 COMPLICATED SUTURE UP TO 5 CM 27_CPT
07912 COMPLICATED SUTURE OVER 5 CM BR
OTHER REPAIR PROCEDURES L= .
D7E20 SHIN GRAF TS5 (INGLUDE DEFECT LOCATIONAGRAFT TYPE) BR
D7540 DETECPLASTY [FOR ORTHOGNATHIC DEFORMITIES) BR PA
D741 OSTEOTOMY MANDIEULAR RAMI BR PA
07843 OSTEDTOMY RAMIWITH BONE GRAFT BR PA
D7 844 DSTEDTOMY SEGMENTEVSUBAFICAL-PER SEXTANT OR QUAD BR PA
|D7545 DSTEQTOMY BODY OF MANDIBLE ) BR PA
|D7546 LEFORT FTOTAL MAXILLA [[OSTEDOTOMY) BR PA
ID7847 _ |LEFORT FSEGMENTED MAKILLA (O5TEOTOMT) BR PA
DT 548 LEFQRT I Dit I:II ND GR.P.FT [OSTEQPLASTY) BR PA
|07 349 LEFORT 1l OR |l WITH GRAF T == F i 3 BR PA
D7 850 GRAFT OF MANDIBLE, FACIAL BONES _ by __BR
D7255 REPAIR MARILLOFACIAL DEFECTS HARD AND SOFT TIS5UE R PA
G7OEG FRENULECTOMY-SEPARATE PROCEDURE [FREMEC TOMY OR FRENDTOMY) | &3 _
o7570 EXCISION HYPERPLASTIC TISGUE PER ARCH = ==
07871 EXCISION OF PERICORDNAL GINGIVA T - 25
07572 [SURGICAL REDUCTION OF FIBROUS TUBERDSITY = 42 N/R
7 oE0 18 _CPT
D758t = 105 CPT
D758z T 133 CPT
G783 | = 5 48 CPT
(07550 |EMERGENGY TRACHECTOMY e 100 CPT
o7 o CORONOIDECTOMY | amreET
07585 SYNTHETIC GRAF T MANGIBLE OR FAGIAL BONES E ER
D7 395 I:MPL,-'-'-.hT MANHHLF FOHR ALHGMEN rATICH F‘URFDSES ER
D7ae; |APPLIANCE REMOVAL - {not by denist who placed appliance], ncludes = 1]
removal or nmhbar s
BLEEE] UNSFECIFIED ORAL SURGERY o PR

BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE
PA- PREAUTH. REQUIRED
CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT

0~ NOT COVERED

N/R- NEW REPLACED CODE

*- INCREASED FEE

REVISED 2003
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Preliminary Fee Schedule COMAR 10.09.05

MARYLAND MEDICAL ASSISTANCE PROGRAM
DENTAL PROCEDURE CODES AND FEE SCHEDULE

CObE Eum&u&scmmﬂu WA FEE
Dmm:ls ORTHODONTICS ﬂ
|LIMITED ORTHODONTIC TREATMENT H
[DEDID ORTHODONTIC TREATMENT-PRIMARY DENTITION o
DEnz0 ORTHODONTIC TREATMENT 0
|Oeoan DRTHODOMTIC TREATMENT = o
|DED4D DRTHODONTIC TREATMENT - ADULTS o
hmc_Enlwﬁ'ﬂpm__m'c_‘_‘Tmmm 1
A0S ORTHODONTIC TREATMENT INTERCEPTIVE - PRIMARY ol
DEoED DR THODONTIE TREATMENT INTERCEFTIVE o
COMPREHENSIVE ORTHODONTIC TREATMENT
08070 ORTHODONTIC TREATMENT - COMPREHENSIVE TRANSITIONAL B i et e sy
[B0ED DRTHODONTIC TREATMENT ]
DELG0 ORTHODONTIC TREATMENT 7]
=== =
MINDR TREATMENT TD CONTROL HARMFUL HABITS
DHZ10  |REMOVABLE APPLIANCE THERAPY o
D820 FIXED APPLIANCE THERAFY [
COMPREHENSIVE [CRITERIA: Case must be considered severe, ]
dysfunctional, handicapping with a score of al least 1500 an
HLD scoresheet md in full permanent dentition, Criteria may hn
waived if :I;It le or other severs oral anomaly is present.) -
GTHER ORTHODONTIC SERVICES il
[ DRTHODONTIC PRE-TREATMENT RECORDS 150 FA
|D&Em (CRTHODONTIC TREATMENT-PERIDDIC (MONTHLY FOR 24 MONTHS) il 75 P
DAEE0 ORTHODONTIC RETENTION [PLACEMENT OF APPLIANCES, REMOVAL OF
APPLIANCES, CONSTR AND PLACEMENT OF RETAINER(S}) 1035 A
088580 |ORTHODONTIC 'mmﬁm {ND CONTRALCT) i [ =
DBEE1 REPAIR OF ORTHODONTIC APPLIANCE - (does nol includs brackst snd 1]
|standard fied ortho applinness. 11 doas inchide funclional spaliances and 7
latal expanders ) e x|
8632 REPLACEMENT OF LOST OR BROKEN RE TAINER o o Y
Dagos ORTHODONTIC UNSPECIFIED PROCEDURE o
| A
CE000-D54998 ADJUNCTIVE GENERAL SERVICES = e = s
1L 1l = o
[UNCLASSIFIED TREATMENT
DE1i0 [PALLIATIVE (EMERGENCT) TREATMENT (BILL THIS 20
OR THE ACTUAL PROCEDURE-NOT BOTH)
ANESTHESIA
| [T !LEAL ANESTHESIA % OPER/SURG PROCEDURES) NLSP
DE211 REGIONAL BLOCK NCSP
DE212 GEMINAL DIVISION BLOCK HCSP
De215 LOCAL ANESTHE ANESTHESIA NCSP
DBz GENERAL ANESTHESIA (FIRGT 30 MINUTES) 76
Dozt GENERAL ANESTHESIA (sdditional 15 min ) ET
DeZ230 FANALGESIA - 18
DEzZ41 INTRAVENLUS CONSCIOUS SEDATION/ANALGESIA- FIRST 30 MINUTES 44
COZ4Z7 INTRAVENDLS CONSCIOUS SEDATION/ANALGESIA- EACH ADDL 15 MINUTES a3
D248 MOM-INTRAVENOUS CONSCIOUS SEDATION [
PROFESSIONAL CONSULTATION
Da310 CONSULTATION - PFER SESSION (vwoice requires a 48
cogry of the consultation fepor) ™
PROFESSICNAL VISITS ) =
Doq10  |HOUSE CALLS = 15
|DS420 |HOSFITAL CALLS 15 _NCSP
BELEN] OFFICE WISIT (REGULAR HOURS) NCSP
ID5440 _ |OFFICE VISIT (AF1ER REGULAR HOURS) ]
DB450 SE PRESENTATION, DETAILED AND EXTENSIVE TREATMENT PLANNING [

BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE

PA- PREAUTH. REQUIRED

CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST

0- NOT COVERED

N/R- NEW REPLACED CODE REVISED 2003
°- INCREASED FEE oo



Preliminary Fee Schedule

MARYLAND MEDICAL ASSISTANCE PROGRAM

DENTAL PROCEDURE CODES AND FEE SCHEDULE

COMAR 10.09.05

CODE BRIEF DESCRIPTION | MAXFEE |
DRUGS L ¥
D9610 |THERAPEUTIC DRUG INJECTION
D9630 |OTHER DRUGS
]
10
APPLICATION OF DESENSITIZING RESIN FOR CERVICAL AND/OR ROOT 0
SURFACE, PER TOOTH - (typically reported on a "per tooth" basis for application of
adhesive resins. This code is not to used for bases, liners, or adhesives used under
0
BR
BR
40
0
. 33
) o 66
0
0 N/R
0 N/R
0 N/R
0
, BR
L I

BR- BY REPORT

NCSP- NOT COVERED AS A SEPARATE PROCEDURE
PA- PREAUTH. REQUIRED
CPT- CURRENT PROCEDURAL TERMINOLOGY, MOST RECENT FEE

0- NOT COVERED

N/R- NEW REPLACED CODE

- INCREASED FEE

REVISED 2003
12 of 12



